Aims: To examine the experiences of and preferences for helpful care in situations of mental crisis from the perspective of people with major mental disorders. Methods: Qualitative individual interviews with 19 users with major mental disorder, 13 men and six women, aged 22-60 years. Analysis was conducted with systematic text condensation. Results: The main tendencies among a majority of the users are a clear understanding of their own problems and ways of handling these, and the desire for early help from providers whom they know well and who are open to dialogue and reflection. A clear majority perceived a high threshold for contacting the mental health system due to negative experiences and lack of user involvement in treatment planning and implementation. Conclusion: The findings challenge traditional views of professionalism and describe important implications for mental health services from the user's perspective. Our study provides a clear indication of the importance of becoming an active participant in one's own life, and the need for deeper understanding among the professionals in relation to user experiences and preferences for helpful care in periods of mental health crisis in order to optimize the care.
Introduction
In Norway, as in most western countries, the number of patients with major mental disorder (MMD) living in the community has increased. As a result, various forms of outreach services have been developed with the intention of implementing user involvement. There is evidence indicating that this vision is based on rhetoric rather than reality. Further systematization of user experiences is needed in order to develop new approaches to mental health care. [1] Internationally, there has been growing interest in patient-centred care, the inside perspective and the recovery philosophy. [2] In this perspective, individuals highlight what helps them to move beyond the role of being a patient. [3] In some recent studies, improved outcomes have been demonstrated when patients are involved in care processes, [4] [5] [6] but this is not always the case. [7] Experiences from crisis resolution teams have highlighted that important aspects of helpful care were: a) access and availability; b) being understood as a 'normal' human being; and c) dealing with crisis in an everyday life context. [8] While many patients with MMD in the community are successfully treated, some individuals will experience periods of severe symptoms that require intervention from health services to stabilize their condition. A problem with community care is that the service may be unable to cope with users in acute phases; for example, those with symptoms of delusions and hallucinations [9] . Most acute care is still provided by inpatient services in psychiatric hospitals or community mental health centres (CMHCs). This often results in a cyclical pattern in which people are hospitalized for short periods and then discharged until new crises eventually occur. Despite the economic and human costs of MDD [10] , there has been little research addressing the user's view of helpful mental health care in periods of crisis. The aim of this paper is to examine users' own experiences and preferences regarding helpful care in periods of crisis, in order to improve services for users with MMD.
Material and methods

Study design
The present study is a qualitative study based on semi-structured interviews. Users with major mental disorders were recruited from a RCT study measuring the effect of the intervention "self-referral to inpatient care" at a CMHC in Norway. This intervention makes it possible for users in a treatment relationship with the ward to admit themselves to inpatient care for 1-5 days when they are in mental health crisis, without a referral from the emergency room or from their own doctor to explain why they need a short inpatient stay. Inclusion criteria for the RCT were a diagnosis of psychosis or bipolar disorder, a need for long-term treatment and an ongoing treatment relationship with the ward. Some respondents also had substance abuse problems. All respondents were recruited by their therapists.
Sample and material
A total of 19 users with major mental disorders were recruited from baseline interviews performed ahead of the randomization process in the RCT study. Time since onset of mental diagnosis was more than two years for all respondents, and for a vast majority it was more than five years. The characteristics of the participants are shown in Table I .
The interviews were undertaken between August 2010 and May 2011, either at the patient's home or in an office at the CMHC, based on the user's preferences. Each interview lasted 20-60 minutes; they were open-ended and focused on themes taken from a semi-structured interview guide with the following topics:
1. Patients' experiences of being in a stable/unstable condition and facilitators/barriers in maintaining stability/instability. 2. Experiences of and preferences for contact with the mental health services in periods of severe symptoms.
The interviews were conducted by one or two of the first four authors (mainly the fourth), all with clinical or user experience of mental health services.
Analysis
The data analysis started with verbatim transcripts of the interviews. The first, second and last author coded all transcripts and all authors contributed in the negotiations of the final categories. The analysis was based on systematic text condensation inspired by Giorgi's phenomenological analysis, [11] modified by Malterud. [12] The analysis was performed in four steps, here described with examples from the present study in italic font:
1. Reading all the material to get an overall impression and identifying the main themes, which were: Descriptions of problems of mental health crisis, active use of own problem-solving strategies and experiences and preferences from mental health care. 2. Identifying units of meaning representing different patient experiences: '…one become very searching… looking for things that will make it better…' and coding of these units: Looking for something new. 3. Condensing and summarizing the contents of the coded groups: Users' own problem-solving strategies. 4. Generalizing descriptions and concepts (recontextualization): They described efforts to control the chaotic thoughts by creating distance between themselves and the thoughts, and trying not to focus on the negative thoughts (positive thinking). They also tried to say to themselves 'go on', look ahead and think about the meaning of their life.
Presuppositions may represent a limitation in qualitative studies; we therefore tested the validity in a research team of six researchers, including one user-researcher and one supervisor, who read the depersonalized transcripts and contributed to the analysis in order to interpret the data from different angles and reach final consensus. We were also aware that user informants' being recruited by their therapists might be a limitation. This might introduce a risk of including only user participants who are pleased with their care. Quotes from the interviews were translated from Norwegian to English by a professional translator.
Ethics
The study was approved by the regional branch of the National Committee for Medical Research Ethics and the Norwegian Data Inspectorate. Data were treated anonymously and confidentially, and all the informants gave written consent to participate in the study after they had received verbal and written information. We were aware that the interview might cause negative reactions among participants, and ensured that contact with the service system was available if necessary.
Findings
The participants reflected on broad areas of factors concerning experiences of helpful care in situations of mental crisis, both related to the individual alone and in relation to their environment, within and outside mental health services. The main categories were: a) the problems in mental health crisis; b) active problem-solving; and c) individual experiences of and preferences for care.
Descriptions of problems in mental health crisis
A common experience was that problems escalated over time and in relation to factors both internal to the user and in interaction with the environment.
Participants voiced a clear understanding of what was going on and why problems increased in particular periods. Some used professional terms, e.g. delusions and unstable, while others used everyday words for the same condition, such as feeling under the weather. Experiences of an elevated level of stress, substance use and lack of sleep were mentioned by several as substantial factors. The respondents differed to some extent in their views on medication: some described irregular or discontinued medication as a reason for problem escalation, while others believed that medicine was the cause of their deterioration, citing problems such as inhibition of inspiration, motivation and creativity. Several experienced a feeling of having spent several years at a standstill or without a meaningful direction for their lives. A common feature was a description of a vicious circle in which several individual factors amplified each other: 'I am starting to get slack about my life in general, and then I get slack about medicines and keeping agreements'.
Respondents described a similar vicious circle, with aspects such as not being met or taken seriously by the health care system leading to termination of communication, withdrawal, isolation and, for some, elevation of conspiracy thoughts.
Lack of communication and dialogue in mental crisis was a recurring issue. Some highlighted the need for everyday small talk without going into details about the disease and the long-lasting diagnosis, others the need for an opportunity to communicate and reflect upon difficult thoughts with others:
But when you start …and then you get no dialogue, then you can start building up your own theories and you don't actually know if they are right. That is, they can often be delusions … you get no response to your thoughts… No reflection from somebody else… Need dialogue, challenge the thoughts, response. If you don't get that… your thoughts can get carried away.
Active use of problem-solving strategies
The respondents described active use of problemsolving strategies, both in ways of preventing crises and in ways of handling everyday life in periods with heavy problems. They also expressed a strong wish to help themselves through the crisis. Preventive strategies that were frequently described included maintaining working activities, as well as a stable rest and sleep pattern, avoiding stress and having trusted people and a safe environment available. With regard to alcohol and drugs, some participants expressed that they offered immediate help with anxiety and depression, and for some substance use was a way of handling everyday life. Other participants made a constant effort to stay away from alcohol and drugs, and perceived a clear connection between substance use and an increased level of problems.
I have used drugs as the last but one solution to deaden the psychological pain. It helps against anxiety and frustration, I manage to concentrate better and am able to focus on something else than complete chaos. But I can also get a negative effect out of it.
In our study, we do not have sufficient data to analyse whether respondents with or without a known substance-use problem preferred substance use as a problem-solving strategy.
Several respondents described cognitive processes as helpful in managing psychological distress -for example, trying to control chaotic thoughts by creating distance between themselves and the thoughts, telling themselves that this was not happening or could not be real. Some highlighted the value of selfinstructions like 'keep going', 'try to endure the situation', 'look ahead' and 'think about the meaning of life'. Some specified concrete techniques such as watching TV, listening to music and using a computer to write down difficult thoughts.
The majority of the respondents expressed a need for someone to talk to in periods of escalating mental crisis. Only a few contacted the mental health care services directly and asked for help.
Individual experiences and preferences of care
Inpatient experiences. The users' experiences differed in relation to the type and duration of earlier inpatient stays. Some referred to good experiences at CMCHs and highlighted the need for safety and physical limits in acute phases, the value of contact with fellow patients and the importance of a calm environment without stress. The majority preferred short inpatient stays with a focus on nutrition, a stable sleep pattern and treatment of anxiety. Others experienced the inpatient stay as boring and isolated from the challenges of daily life. In particular, acute psychiatric wards were sometimes perceived as stressful and increased feelings of powerlessness and anxiety. A number experienced involuntary stays in hospital as noisy, associated with a feeling of being isolated, boring, with rigid rules and 'worse than being in prison'. Only one of the 19 expressed positive experiences regarding long-term hospitalization. An experience that seemed independent of the type of help was the positive value of meeting familiar, trusted providers who knew what the individual users needed in periods of crisis. Being believed, taken seriously, listened to and seen was emphasized as an important part of the trusting relationship. … yes it is like that for me when things are difficult for me… I just need someone to be willing to listen to me and who can handle it… and give me the attention that I actually don't feel or believe I deserve… And that through their action they show that, yes, I do… There is something about that … that is very good.
Experiences of coercion.
Not all respondents were exclusively negative about the use of coercion. A common experience was that coercion was perceived negatively while occurring, both in the way it was carried out and the treatment provided -for example, dramatic situations with the use of police and embarrassing and shameful episodes in front of neighbours. In retrospect, they saw the situation somewhat differently and viewed coercion as care provided when people are unable to take care of themselves or make their own decisions, or as necessary when people feel that life is unbearable: … now I think that perhaps coercion is necessary … sometimes … Like when you end up feeling that life is finished … that it should have been finished so that … you can't manage to carry on with life … then I think that maybe coercion should be used … maybe you are not in a state to decide for yourself.
Outreach experiences. The respondents with experience of outreach teams emphasized the care provided as helpful and flexible, despite limitations in opening hours. The respondents emphasized the need for more coherence and continuity in the service offered, and the desire for a service that was readily available at the time when they needed it, without rigid opening hours. …an opportunity to use the service offered exactly when they need it, the providers will see the problem when it's present and when the patient feels it's present…not necessarily when the providers think it is present… Overall relationship experiences. A clear majority of respondents perceived a high threshold for contacting the mental health care services in periods of crisis. They reported episodes where they felt misunderstood, misinterpreted and not taken seriously by the professionals. To some extent, these experiences were associated with unknown providers, especially in emergency service settings where they had to repeat their story several times to different people. Some participants referred to a fear of an undesirable increase in medication or long-term hospitalization as the 'answer' provided by the care system. Some pinpointed the importance of having a 'here-and-now' focus, instead of digging into details of the illness and diagnosis. In addition, some mentioned the importance of having a focus on the users' own goals for change and recovery. Sometimes they preferred health providers to keep away and leave them alone; at other times they wanted providers to take a more active and assertive role, asking more direct questions, exhibiting a higher degree of curiosity and on some occasions taking the lead in relation to initiatives such as hospitalization.
A final important aspect was experience of decisions concerning treatment being taken too quickly, without dialogue, time for reflection and opportunities to solve misunderstandings and misinterpretations. Several respondents emphasized the value of paying greater attention to user experiences and users' own problem-solving strategies, in order to create opportunities for negotiations, compromises and participation in decisions concerning users' own treatment and treatment planning.
Discussion and conclusion
The findings about users' own experiences of mental crisis and preferences regarding helpful care are interwoven. What stands out is the user's clear experience of problem escalation, which, for a majority, feels like a vicious circle. They expressed motivation to help themselves and had developed their own strategies for handling crises -which were not always, in their experience, optimal. They expressed a need for low-threshold services in order to break this vicious circle. However, an interesting finding was that despite recognizing the need for help, only a few contacted the services directly. The findings indicate that the treatment offered does not always fit the users' needs, either in terms of the ways that services were organized or in the ways the users' needs were met [13, 14] . Some research from institutional settings regarding milieu therapy based on a biomedical hierarchy have shown weaknesses when it comes to establishing relationships reflecting user participation and equality [15, 16] . The relational, social and contextual perspectives of helpful care are also more rarely taken into account in hospital settings [17] [18] [19] . The findings clearly emphasized the users' preferences for help: they desired early help from providers they know who are open to dialogue and reflection, and also want to be involved in treatment planning and implementation. These findings, combined, show the importance of addressing user involvement at all stages in the treatment process. Participants placed high value on being able to participate in their own treatment planning and implementation. They highlighted helpful care as care based on dialogue, collaboration and equality. In line with international recovery-oriented research, many of the users asked for a more respectful, caring and dialogue-based approach from the providers [20] [21] [22] . Positive results have been reported from studies in which users received mental health care based on equality between the user's coping experiences and professional knowledge. [23] The users' expectations of dialogue support the recovery research highlighting the significance of connectedness, hope, optimism about the future, identity, finding meaning in life and empowerment in the recovery process. [13, 21] This also highlights the importance of accepting the users' own motivation and strengths, willingness to adopt users' experiences and preferred strategies, and communication on the user's own choice. The user experiences in the present article, as well as additional research, challenge the traditional professional role, the view of recovery as mainly symptom relief and organizational models of mental health services. Our study provides a clear indication of the importance of becoming an active participant in one's own life. A deeper understanding of user experiences of and preferences for helpful care in periods of mental health crisis is important in order to optimize the care.
